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[ILLUSTRATING Dr. BRYANT’S ARTICLE ON ‘‘A NEW ELECTRIC MOTOR FOR 


CRANIAL SURGERY.” (See page 162.) 


A new electric motor for cranial surgery. Motor as held in the hand 


ready to operate. 
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the first application of electric power in a form combining 
great energy with small size and weight. The motor is 
unique inasmuch as it is the first practical adaptation of 
well-known electrical principles, a fact which enables it to 
combine three tenths horse-power with a weight of only seven 
pounds. It is about one eighth the size and weight of the 
ordinary motor of equal power and its speed of 15,000 revolu- 
tions per minute is far in excess of that of any motors on the 
market. The light weight of the motor fills the requirements 
better than any other for use in a flying machine, where weight 
is the chief difficulty to be overcome. This tool is the only 
electric-driven machine of high speed and power that can 
be held in the hand. It has solved the problem of shifting or 
gearing by doing away with both, for, since it can be readily 
held in the hand, gearing or flexible shifting is thus un- 
necessary. On account of the great speed of the motor a 
phase with only one cutting edge, which cannot clog, can be 
used. The phase does not heat; the chips take up whatever 
heat is generated. An important surgical point is that the 
motor, together with its wire connection, is sterilizable. 
Owing to the speed and power of the motor, the instrument 
is very effective, since it eats up the bone very rapidly. It 
can be used as a drill, as a burr to enlarge a bone cavity, as a 
phase to cut an osteoplastic flap, and as a trephine. The 
phase will not cut soft tissue. On account of the rapidity 
with which it works much valuable time is saved. 


Description of motor. #,; horse power. 3 phase. 10 volts. 15,000 
revolutions per minute. 185 cycles. 2 poles. Weight, 7 lbs., 5 ozs. 
Diameter, 2} inches. Length of barrel, 94 inches. 

The motor was designed and constructed for Dr. Bryant by the 
International Instrument Co. of Cambridge, Mass. 


New Electric Light Bulb (Tantalum light). Presented by 
W. H. Haskin, M.D. 

Dr. Haskin showed this bulb, which had recently been 
brought to his attention. It was a particularly useful light 
for nose and throat men, inasmuch as there was no reflection 
from the wires in the headlight, such as one gets from the 
ordinary light. There are a great many wires in the bulb. 


The one showed was.a 32-candle power. The agent had also 
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showed him an 8o0-candle lamp, which gave a remarkably 
powerful light. Dr. Haskin said that he had been told that 
a 32-power lamp would use less than half the electricity 
consumed by the ordinary lamp. 

Dr. Witson said that the question of light was a most 
important one. All of the lights used are too rich in actinic 
rays. He had been partially blind for three weeks last Octo- 
ber from the effect of a 50-candle power electric light. All of 
these lamps are made with the idea of giving a white light, 
and are too rich in the actinic rays. At present he was 
making some experiments with amber glass to cut out the 
actinic ray, and get a light that will not injure the eye. 

Dr. H. E. SmMytu said that he had recently received two of 
these lamps for trial from the Bridgeport Electric Light 
Company. The claim made for them was that, although 
25-candle power they required but 50 watts, 55 watts being 
necessary for the old 16-candle power lamp. The difference 
in the amount of electricity used was said to more than make 
up for the additional cost of the lamp. 


Presentation of Cases. 


Case of carcinoma springing from the external canal. Emi. 
GRUENING, M.D. 

The patient did not present himself, but Dr. Gruening 
gave the history of the case: 

The patient, a man of 65 years, said that ten months 
before he came to the hospital the ear began to discharge. 
There was something that blocked the canal of the ear and 
bled frequently. It itched and he scratched it. There was 
very little pain. 

On examination the external meatus was found to be 
filled with a red lobulated mass. A probe could be swept over 
it but not under it, showing that there was a broad base. 
Dr. Gruening said that he had seen polypi springing from 
the middle ear, which grew and protruded, but this had a 
different appearance. Here was a red irregular mass. The 
patient was very sensitive and would not allow a piece to 
be removed for examination, but-was perfectly willing to be 
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anesthetized and have the entire mass removed, which was 
done. The mass was the size of a large strawberry, was 
attached to the lower wall of the canal, and extended from 
the meatus to the beginning of the osseous canal, so that the 
whole membranous canal (the lower wall) formed its base. 
The middle ear was not affected. The patient refused to 
have anything further done, although Dr. Gruening thought 
that it was possible to cut out the base. 

The pathologist of the Mt. Sinai Hospital, Dr. MANDLEBAUM, 
reported that the mass was a squamous-celled carcinoma. 
Carcinoma of the external ear does not seem to be frequent. 
In looking up the literature of the subject he found a general 
description of carcinoma in the external canal by Politzer 
which tallies exactly with the present case, showing that he 
must have been familiar with such cases inasmuch as he por- 
trayed the condition so accurately. 

In reply to a query from Dr. QuinLan, Dr. GRUENING 
said that the glands were not involved. He had waited for 
the microscopic report, but had not seen the patient since. 
He had hoped that the man would come to-night. 

Dr. QUINLAN said that he had seen two similar cases in 
the external auditory canal, springing from the anterior 
and inferior wall. Both cases refused operative interference, 
and in due time died of general metastases. In both cases 
the microscope revealed epithelioma of a progressive type. 

Dr. Bryant said that he could recall four cases that he had 
seen during his service at the Mass. Charitable Eye and Ear 
Infirmary similar to the case reported by Dr. Gruening. 
These cases were characterized by middle ear polypi, which 
were exquisitely tender. He had never seen one with polypi 
of the canal alone. He did not know the subsequent course 
of these cases. Lately he had seen two cases of rodent 
epithelioma of the auricle located at the edge of the meatus 
in old men. Both cases yielded quickly to the X-ray. Three 
exposures were sufficient to cause cicatrization in one case. 
Dr. Morton treated this case. Within the past two years 
Dr. Bryant had seen three cases of malignant growth of the 
ear—one an endothelioma of the middle ear, and death by 
mediastinal metastases. This case has been reported at 
length in ‘‘A Case of Carcinoma of the Middle Ear, probably 
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Endothelioma,’’ Annals of Otology, Rhinology, and Laryngology, 
June, 1907, Vol. xvi., No. 2, p. 301. The other two cases 
were diffuse carcinoma of the ear and neighboring tis- 
sue, resulting in death. All the cases seen had had a 
continued chronic middle ear suppuration antedating the 
malignant growth. Dr. Bryant thought that this was an 
important etiological fact. 

Dr. JoHNSON said that there was much difference between 
the epitheliomatous and carcinomatous cases. Many epithe- 
liomatous cases yield to the X-ray and other cases of this 
class are excited by it. He had seen two cases similar to 
that described by Dr. Gruening—carcinoma of the auditory 
canal. One ultimately involved the bone behind the ear, 
and this patient died with great destruction of bone, and 
finally infection of the cerebral cavity; in the other case, the 
infection passed down the neck and the patient died from 
metastasis. One case was operated upon, the other not. 
The operation did no good, neither did the treatment by the 
X-ray, nor the erysipelas toxin as used by Coley. In car- 
cinomatous cases where the bone is involved the prognosis 
is very grave. 

Four cases of ossiculectomy. W.H. Haskin, M.D. 

These four cases of chronic suppurative otitis media were 
operated upon under local anzsthesia—hypodermics of 1 
per cent solution of cocaine and 1-1000 adrenalin. No pro- 
mise of improvement in hearing was,made to any of them, but 
they all claim to hear decidedly better than before the opera- 
tion, and the tests seem to confirm this. Only one of the 
patients complained of suffering during the operation, and 
he was a man. 

Case I.—Woman of 54. For the past few years she has 
had a discharge from the left ear. No pain. Two weeks 
ago she had grippe, and following this buzzing in the ears. 
In the left ear the internal portion of the internal auditory 
canal was filled with granuloma. The ear was curetted and 
later an ossiculectomy was done under cocaine anesthesia. 
The ear has been dry ever since, and she now hears a watch 
at four inches and a low voice at ten feet. One of the mem- 
bers had said recently that whenever he saw an ear such as 
this patient had he advised operation without hesitation. 
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Case II.—This patient had a history of right ear discharge 
for two years, but does not know the cause. Has always 
suffered more or less from earaches. Had measles when a 
child. When she applied to Dr. Haskin for treatment she 
had been under the care of the men in the nose and throat 
department, and had been very severely cauterized with 
chromic acid, so that it required a month of treatment to 
get her into condition for the operation. There was com- 
plete destruction of the drum membrane, with hearing of 
the watch on contact only. Ossiculectomy was done Novem- 
ber 20, 1907, and the ear has been dry ever since. The 
malleus and the incus were taken out. She is now able to 
pursue her work as a stenographer. 

Case III.—This patient, a Canadian, 48 years old, had 
disease of the ear following scarlet-fever when two years old, 
accompanied with discharge from both ears, pain, and deaf- 
ness. The discharge had increased up to the time of opera- 
tion. In both ears there was a large destruction of the drum 
membrane, and in the left ear there was a calcareous band 
across the lower portion of the remains. A large amount of 
inspissated discharge was removed from both attics, which 
vave her great relief. On pressing the stapes it was found 
that she had decided dizziness. No improvement in hearing 
was promised, but a double ossiculectomy was performed 
under cocaine, and the discharge has ceased. The patient 
is very happy about her hearing, goes to church and hears 
the minister very well. 

Case IV.—Patient, 22 years of age, had an attack of 
measles when 4 years old and has had pain in both ears ever 
since. On examination was found to have O. M. P. C. in 
both ears, with large granulomata in the left ear. The granu- 
lomata were removed under cocaine and ossiculectomy was 
done. The man complained greatly of pain, but that may 
have been explained by the fact that he had a chronic mas- 
toid and there was some difficulty in anesthetizing the canal, 
so that he did not have as complete anesthesia as the other 
patients. The ear has been practically dry ever since the 
operation, there is no pain, and he insists that his hearing 
has greatly improved. The right ear is full of pus and has 
to be treated all the time. 
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One has to be very careful in giving the anesthesia in these 
cases. One of the men in the clinic attempted to do an 
ossiculectomy under cocaine, and obtained very good re- 
sults so far as the discharge was concerned, but unfortunately 
the patient had an infection through the anterior wall and 
has had a very serious time. The infection ran down the 
jaw, and the patient went to the throat department and was 
taken care of by one of the surgeons there. It is probable 
that the needle was inserted too deeply, and set up an in- 
fection through the anterior wall. 

Discussion.—Dr. GRUENING inquired whether the patients 
had been previously treated for the cure of the discharge, and 
also whether the ossicles were actually carious when removed, 
—for that would show that the antrum was not diseased or 
that there was no deeper disease,—if the removal of the 
granuloma answers for the cure of the disease. 

Dr. Witson asked Dr. Haskin to be a little more specific 
about the manner of administering the anesthetic. 

Dr. BRYANT said that in all but an extremely small number 
of cases of middle-ear suppuration he could get a satisfactory 
result without any operation whatever. That when it came 
to a question of operation he did not think ossiculectomy 
was the operation of election any more than the ‘“‘radical”’ 
operation. His impression was that there had been some 
fatal results from both these operations in unskilful hands. 
He thought it worth while to save tympanic bones for future 
usefulness. All things considered he elected his mastoideo- 
tympanotomy in preference to the other operation, in spite 
of its being a somewhat longer operation than ossiculectomy, 
because it would not lead into serious danger or destroy the 
hearing. In fact in mastoideo-tympanotomy with the os- 
sicles in place the hearing is restored to normal. He said 
the hearing results from his radicals had been better than 
from his ossiculectomies, but he thought that in the experience 
of most operators the reverse was the case. 

Dr. JOHNSON wished to know whether or not these were 
selected cases. He had carefully inquired of each whether 
or not the hearing was better than it was previous to the 
operation, and each replied in the affirmative, and stated 
that the hearing was decidedly better. In many cases where 
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ossiculectomy is done the hearing has been interfered with 
rather than improved, and he would like to know whether 
these cases were selected because the hearing was improved 
or taken at random. 

Dr. KERRISON inquired whether there were any indications 
for this operation rather than others, or whether Dr. Haskin 
recommends it for all cases of suppurative otitis. He would 
like to know the indications for this operation in preference 
to the radical one. 

Dr. Duet said that it seemed to him that the operation 
of ossiculectomy for the relief of suppurative conditions has 
a limited field. There are a number of cases which can be 
cured by the removal of the malleus and incus to afford 
better drainage, but there are many others in which it is 
insufficient, owing to the fact that the operative field was 
not large enough to allow a thorough examination of the 
middle ear and its surroundings. For instance, where there 
is a mass of cholesteatomatous material, or in a tuberculous 
patient, or in another in whom there is a necessity for im- 
mediate interference, resulting from symptoms like high 
temperature, dizziness, or hemicrania. If these conditions 
were eliminated, a large number would be removed in which 
ossiculectomy would be indicated. The question as to 
whether the hearing would be benefited or not was of course 
a doubtful point. To his mind, this depended more on the 
amount of destruction which had taken place about the 
internal wall of the tympanum than upon the preservation 
of the ossicles. 

Dr. Haskin, replying to Dr. Wilson’s query in regard to 
the method of anesthetization, said that he first thoroughly 
sterilizes the field of operation, then with ethyl-chloride 
freezes the portion behind the ear; then drawing the canal- 
wall forward the neecie is inserted between the periosteum 
and the bony portion of the lower wall, the solution being 
slowly forced in as the needle advances. Then two other 
injections are made, one in the posterior wall and the other 
in the upper canal wall. After ten minutes the field becomes 
white, and anzsthetized, and the patient suffers ordinarily 
no distress. The operation usually lasts for about ten minutes. 

The question of selecting the cases is a very large one, 
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Not every case, of course, is suitable for ossiculectomy. All 
should be treated carefully, with intra-tympanic syringing, 
etc., but when there is distinct caries of the ossicles, or they 
are bound down by adhesions the bones are certainly much 
better out of the middle ear than in it. Under such con- 
ditions they do not tend to conserve the hearing. There are 
many cases where the patient comes in with a mass of thick 
dried inspissated secretion packed up behind the chain of 
diseased ossicles, and gives a history of occasional attacks of 
very offensive otorrhcea. If in such cases the ossicles are 
removed, the patients will be relieved and generally the 
hearing will be improved. The discharge does not usually 
annoy the patients until it becomes extremely offensive. The 
question of hearing is one where one must be very guarded, 
but where you get distinct motion in the stapes and distinct 
dizziness on pressure on the stapes,—one evidence that the 
stapes is not bound down by a bony union in the foramen 
ovale—the patients will probably hear much better. All of 
the cases presented this evening claim to hear much better. 
The actual test does not show much improvement, but they 
say they can now hear conversation, clocks, and things which 
they have not heard for years. The practical results are 
certainly very satisfactory. Of course in cases of large cho- 
lesteatomatous masses, ossiculectomy is out of the question, 
and in many others where there is a profuse discharge coming 
for instance from the attic and not from the ossicular chain. 
These cases are not suitable for ossiculectomy and would 
not be helped by it. They might be helped by syringing of 
the antrum or attic, but not by ossiculectomy. In these old 
chronic cases, with slight occasional offensive discharge and 
decided diminution in hearing due to impaction of the dried 
secretions, however, he believed that a great majority of them 
could be helped by this operation. 

In reply to Dr. Johnson’s inquiry as to whether these were 
specially selected cases, Dr. Haskin replied in the negative. 
He had a small bottle filled with ossicles removed in the last 
few years, and in most of the cases the patients claimed to 
have much improved hearing, and their otorrhcea had ceased. 

Case of objective tinnitus due to convulsive tic of the tensor 
and levator palati. G. B. McAu.irre, M.D. 
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Dr. McAu.irre said that a year and a half ago this patient 
had an attack of O.M.C. A. No paracentesis was done and 
the attack subsided, leaving, however, in the left ear a buzzing 
and scratching tinnitus. The patient claims to have been 
under constant treatment—inflation, etc.—for a year, and 
had then a discharge which lasted for two weeks. He has been 
to various clinics and had various suggestions offered for his 
relief, but with no benefit. He had his tonsils removed last 
October, but after that the crackling became constant on 
both sides. He then submitted to a submucous operation, 
and has had other treatment for his nose and throat, but no 
relief to the tinnitus. 

Examination reveals a ringing in the left ear, and in the 
right. When the case was first seen Dr. McAuliffe was non- 
plussed as to its etiology. The tinnitus was quite audible. 
On examination of the throat, however, he found there symp- 
toms of convulsive tic. Thinking that perhaps the noise 
was influenced by spasm of the tensor-tympani, the ear was 
filled with oil to see if that would change the character of 
the noise, but it had no effect. On depressing the tongue 
and getting the palatal muscle in fixation, the noise disap- 
pears. The patient was then instructed to use things in his 
mouth to depress the tongue. If he holds his breath the noise 
disappears, but night and day he is troubled with this tinnitus, 
which is becoming a mental condition. Electricity increases 
the tinnitus. In all probability the trouble is caused by 
the contraction of the tensor and levator palati. This tic 
is pretty constant. The patient has had internal treatment 
of salicylates, arsenic, etc., but without any relief. The 
question is what can be done to relieve this condition of 
convulsive tic. 

On inquiring into the subject, Dr. McAuliffe found that a 
number of men had seen similar cases, one patient being 
known as the human Waterbury watch. Dr. Hinkel had 
had this case. One man put the patient down for a di- 
verticulum of the cesophagus. He was cured eventually by 
suggestive treatment—hypnosis. Dr. McAuliffe did not 
believe that medical treatment would do this patient any 
good. He had acquired the cocaine habit, and has practically 
refused inflation on account of the long courses he has had in 
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ordinary aural therapeutics. He had been examined in 
regard to his eye conditions, but the report has not yet been 
received. He is perfectly healthy physically, except for the 
neurotic element, which is strong. He has absolutely no 
apparent abnormality. 

Dr. SMytTH told of a prominent business man of 50 years 
of age who had a similar objective tinnitus. The noise was 
much louder than in the case under discussion, being heard 
easily a foot or more away. It was due to a contraction of 
the palatine muscles, and could be controlled by the patient, 
who was a decided neurasthenic. The Doctor said that he 
knew nothing of the subsequent history of the case. 

Dr. HINKLE said that she had no remarks to make upon 
the present case, but that the patient referred to by Dr. 
McAuliffe had been under her care, and the point of similarity 
between the two was the presence of a ticking sound clearly 
audible a short distance from the patient. This sound was 
of a rhythmical character, of about the loudness of a watch, 
and the patient was nick-named in one of the hospitals “‘the 
human Waterbury watch.’’ There was no disturbance of 
hearing and no vibration of the tongue and palate as in this 
case, but the condition was that of a spasmodic stricture of 
the cesophagus, and the muscles of the throat, alternately 
relaxing and contracting, were plainly visible. 

Dr. QUINLAN said that some years ago he saw a case which 
went almost to the point of mania on account of the objective 
as well as the subjective conditions. He anesthetized the 
patient and put his finger in the soft palate and stretched it 
as one does a sphincter, and dilated it so that several days 
after the patient felt the trauma. This treatment seemed to 
have a good effect on both the mental and physical con- 
dition of the patient. He was under observation for eight 
or nine months, and there was no return of this spasm. Dr. 
Quinlan said that he thought this tenesmus in the palatal 
region can sometimes be treated suggestively under certain 
conditions. This case was the only one of an exaggerated 
type he had ever seen. He followed it for six months and the 
man was absolutely free from the subjective noise as well as 
the spasmodic click. 

Dr. Bryant said that Dr. McAuliffe had shown a very 
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interesting case of objective pharyngeal tinnitus due to a 
convulsive tic of the palatine muscles. The cases of ob- 
jective pharyngeal tinnitus that he had seen differed from 
this case inasmuch as in his cases the tinnitus was irregular 
and occasionally stopped. It was evidently under the control 
of the subconsciousness, because the tinnitus stopped if the 
attention of the patient was strongly diverted. 

Dr. CopuRN said that a year or so ago he had presented 
before the Laryngological Section a case of rhythmical con- 
traction of the soft palate with some of the pharyngeal 
muscles, but this case had no tinnitus aurium. It was evi- 
dently due to a bulbar lesion, for the patient had evidences 
of general cerebral disease. He asked whether Dr. McAu- 
liffe’s case showed contraction of the eustachian tube by 
post-rhinoscopic examination. 

Dr. Cox told of a case he had seen recently of a different 
type—that of pulsating tinnitus. The sound was objective, 
in that it could be heard by the observer, through the auscul- 
tation tube. The patient had been an athlete, and some 
months before he had been wrestling and sustained a fall ora 
strain about the neck, and this tinnitus had been constant 
ever since, except when it was stopped by pressure on the 
carotid artery, or throwing his chin about so as to check it. 
On using an auscultation tube the roaring sound could be 
distinctly heard, but could be stopped by pressure on the 
carotid artery. An examination was made for aneurism, 
but none could be detected. The only lesion that could be 
discovered was some slight aortic obstruction; but there was 
no aneurismal bruit anywhere. 

Case of meningitis of otitic origin. Operation. Recovery. 
Dr. P. D. KERRISON. 

Dr. GRUENING inquired how often the dressing was changed, 
and what dressing was employed. 

Dr. QUINLAN inquired whether the fluid removed from 
the dura had been examined. He then told of a case of 
cerebro-spinal meningitis with middle ear symptoms that 
occurred at St. Vincent’s Hospital. The boy was in such 
a condition that operative measures were absolutely forbidden, 
and it was decided to try the Flexner fluid. This was given 
through the spinal canal, and the patient made an excellent 














174 Otological Section, N. Y. Acad. of Med. 


recovery, although he had been in extremis when the treat- 
ment was applied. The day the fluid was injected his tem- 
perature was 104.5°. Whether it was the subsidence of the 
disease or the neutralization of the infection material, his 
pulse and temperature glided into the zone of health and 
remained there until he left the hospital. 

Replying to Dr. Quinlan’s question, Dr. Kerrison replied 
that the fluid from the dura was not examined. 

The dressing employed was simple sterile gauze applied 
against the dural surface, which had three parallel incisions. 
The first day the dressing was changed twice, also on the 
second day, after that once a day. They were usually very 
much soaked through. 

Case of cerebral abscess with aphasia. Dr. B. F. Knauss. 

Dr. DouGHERTY said that Dr. Knause had given a very 
thorough report of the patient. He himself had seen the 
patient on July 5th. The patient had entered the erysipelas 
ward of the City Hospital on May 25th, and, the erysipelas 
clearing up, was transferred to Dr. Dougherty’s service July 
1st, during the Doctor’s temporary absence. At this time, 
his chief complaint was severe frontal headache. Ordinarily 
he was apparently rational, but at times became slightly 
irrational and tried to tear the bandages from his head. Head- 
ache worse in the morning, often absent at night. Patient 
was up and about the ward. He had no aphasia at any time 
during his stay in the hospital. 

The report of the House-Surgeon, as given by Dr. Knause, 
was slightly in error in one point—there was a slight dis- 
charge of greenish pus from the old wound. The wound 
of the previous operation consisted of two granulating areas. 
At every dressing a dram or so of pus exuded. This pus 
was streptococcic. Blood pressure was never very high, 
and the day before his death increased 130mm of mercury. 
He vomited but twice during his stay in the hospital—once 
the day before death. He ran no temperature until the day 
of death—it then jumped from normal to 103.2°. See tem- 
perature-chart. 

On first visiting him, the old wound was ordered curetted 
and re-dressed, and a request was made that the attending 
oculist and neurologist examine him. His eyes on entering 


Otological Section, N. Y. Acad. of Med. 175 


the hospital were normal. At no time were vertigo or nys- 
tagmus present. 

Dr. Pritchard reported that his examination showed a prob- 
ability of brain abscess. Dr. Strouse reported: Both eyes 
neuro-retinitis, with venous congestion and dilated vessels. 

Lumbar puncture, made July 2nd, yielded about one 
ounce of turbid fluid, flowing quite readily and apparently 
under increased pressure. This contained 96 cells to the cm, 
polymorphonuclears 93 %; mononuclears 5 % ; undetermined, 
2%. No organisms seen. Urine negative. White blood- 
count never above 10,000. 

Ordered prepared for exploratory operation the next day, 
but during night became unconscious; arms and legs involved 
in slight clonic spasm; respiration reduced to 10 or 12; coarse 
laryngeal rales were heard, and the stethoscope showed the 
presence of many fine and coarse moist rales. When Dr. 
Dougherty arrived at the hospital he was dead. 

The autopsy results were much as Dr. Knause had stated. 
Abscess of left temporo-sphenoidal lobe; miliary tuberculosis; 
pulmonary cedema; with parenchymatous nephritis, fatty 
cirrhosis of liver. The abscess, as large as a walnut, was 
walled off and surrounded by thickened walls. 

Dr. KNAUSE said that, in view of the history given by Dr. 
Dougherty, one would suppose that the abscess was not pres- 
ent at the time of the operation, but a later development. 

Dr. A. WIENER reported the case of a woman 53 years of 
age, a sufferer from chronic interstitial nephritis, in whom it 
was necessary to perform an operation for a neglected acute 
mastoiditis. Five days after the operation, a serous menin- 
gitis was suspected on account of the severe headache, choked 
disc, and the extremely slow pulse with a high temperature. 
These symptoms were relieved for a time by the lumbar 
puncture, to be followed on the third day by a pyemic tem- 
perature. A thrombosis of the lateral sinus was suspected 
and a second operation revealed such a condition present 
throughout the entire sinus, including the bulb and upper part 
of the jugular vein. In addition, an extradural abscess was 
found in the middle fossa. The vein was tied off and resected, 
the thrombus cleaned out, and the abscess evacuated. Fora 
period of about two weeks the patient did well; then there 
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was another rise of temperature due to a migratory pneu- 
monia and an acute exacerbation of the chronic nephritis, 
The patient eventually entirely recovered and the wound 
is now almost closed. Especial attention was called to the 
presence of the choked disc, slow pulse, and high temperature 
as indicative of a serous meningitis, due in this case undoubt- 
edly to the sinus thrombosis. 

Dr. Herman Kwnapp presented the last numbers of the 
ArcHives of OToLocy, and the Archives of Ophthalmology, 
both being edited in both German and English, and this last 
number showing a marked advance over the previous numbers. 

Dr. Gustave KILu1ANn, the celebrated Professor of Laryng- 
ology, Rhinology, and Otology at the University of Freiburg, 
in Baden, has recently joined the editorial staff of the 


ARCHIVES OF OTOLOGY, 1908. 





ABSTRACTS. 


A CASE OF CHRONIC MIDDLE-EAR SUPPURATION 
WITH NECROSIS OF THE POSTERIOR LABY- 
RINTH, FACIAL PARALYSIS, LARGE PAROTID 
SWELLING, AND PUS TRACKING DOWN BEHIND 
THE JAW TO THE SOFT PALATE AND TONSILS. 


By ARTHUR H. CHEATLE. 
Journal of Laryngology, Rhinology, and Otology, April, 1907. 


The patient was a man, aged 22, who had suffered from 
middle-ear suppuration of the left ear for nearly two years. 
There had been constant headaches on the left side for six 
months, swelling over the parotid region for six weeks, facial 
paralysis for three weeks, and unsteadiness of gait for two 
weeks. There was no swelling nor tenderness behind the 
ear. On operating, the mastoid process was found to be 
diploic and free from disease, and the antrum to be small. A 
large opening led from the superior and posterior part of the 
inner wall of the middle ear into a big cavity which was filled 
with granulation tissue and contained a sequestrum consisting 
of part of the vestibule and of the semicircular canals. Pus 
welled up through a ragged opening in the anterior-inferior 
meatal wall, and the finger introduced passed behind the jaw in- 
to a large abscess which pushed the tonsil forward. A counter- 
opening was made between the abscess and the surface of 
the neck. Recovery was entirely uneventful. The interest- 
ing points in this case were the absence of pyrexia and severe 
symptoms in spite of involvement of the labyrinth. The 
parotid swelling was probably glandular. Cheatle considers 
that the anatomical condition accounts for the absence of signs 
of mastoid inflammation; the “infantile” type being present. 
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INFANTILE TYPES OF MASTOID WITH NINETY-SIX 
SPECIMENS. 


By ARTHUR H. CHEATLE. 
Journal of Laryngology, Rhinology, and Otology, June, 1907. 


” 


Cheatle describes as ‘“‘infantile’’ a diploic mastoid pro- 
cess which is separated from the antrum by a layer of compact 
bone, and which has a dense outer antral wall,—a condition 
which is due to the persistence of the infantile type of mastoid. 
Three plates are given illustrating some of the specimens which 
were picked out from a collection of 500 normal bones. 
Cheatle points out the surgical importance of recognizing their 
frequent occurrence, as in such conditions: (1) suppuration 
is unable to reach the mastoid process or perforate the outer 
antral wall; (2) the external signs of acute empyema 
of the antrum may be absent or slight; (3) extension of 
infection is more likely to extend intracranially or to the 


labyrinth. 


ON THE DIFFERENTIAL DIAGNOSIS BETWEEN 
MENIERE’S DISEASE AND OTHER CASES EX- 
HIBITING MENIERE’S COMPLEX OF SYMPTOMS, 
WITH REMARKS ON THE PRACTICAL VALUE OF 
THE SETON. 


By T. WILSON PARRY. 
British Medical Journal, May 11th, 1907. 


Parry briefly mentions the differential diagnosis of these 
conditions. The case of a hospital nurse, aged 4r1, is cited, 
in which the introduction of a seton into the neck (worn for 
a year) caused almost complete abatement of the symptoms, 
although for the previous five years the attacks had been so 
severe as to practically incapacitate her from following her 
occupation. Parry mentions that a seton can only be expected 
to give relief while being worn, and to have no further lasting 
effect. He suggests that the seton, by reflex action, influences 
the vasomotor nerves of the affected part when in near prox- 
imity to it, and thus converts a chronic vaso-dilatation of 
the vessels (of the labyrinth) into one of normal tone. 
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FOUR RATHER UNUSUAL CASES OF ACUTE MAS- 
TOIDITIS. 


By Dr. MATTHEWSON. 
Montreal Medical Journal, May, 1907. 

The only case of interest is the second in which acute in- 
flammation of the mastoid process occurred as a complication 
of a fracture of the base of the skull. There was hemorrhage 
from the ear after the accident, which ceased after two days. 


Profuse otorrhoea occurred ten days later with symptoms 
of acute mastoiditis, necessitating operation. Uneventful 


recovery. 
MENINGISM. 
By Dr. TYLECOTE. 


Medical Chronicle, June, 1907. 


In this condition although symptoms of meningitis may be 
present and death occurs, the diagnosis of meningitis is not 
confirmed by a post-mortem examination. Tylecote divides 
meningism into two groups—organic and functional. The 
former may be due to otitis media, probably the result of 


intracranial pressure; the latter, which may occur in the course 
of cerebro-spinal meningitis, mumps, erysipelas, scarlet fever, 
diphtheria, measles, influenza, typhoid, and perhaps tuber- 
culosis, is possibly the result of some selective action on the 
meninges and cerebral cortex by toxins circulating in the 
blood stream. The condition differs clinically from true 
meningitis in that there is no pyrexia, no wasting, no slowing 
of the pulse, no irregular respiration, and Kernig’s sign is ab- 
sent. Retraction of the head, perhaps even opisthotonos, 
may be present, but is of short duration or intermittent. 
Lumbar puncture is usually beneficial. References are given 
and also illustrative cases. It is not, however, stated whether 
the ears were examined, which is a matter of regret. 


POLYPOID OVERGROWTH OF THE INFERIOR TUR- 
BINATE. 
By HAMILTON WHITE, M.D. 
Montreal Medical Journal, June, 1907. 
The condition is unusual from its papillary form which 
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simulated papillomata, and from the large size of the mass, 
The growth was removed by a snare. Photographs and 
description are appended. 


SARCOMA OF THE NOSE. 


By Dr. WALKER DOWNIE. 
Glasgow Medical Journal, August, 1907. 


Six cases are cited. The usual position of the growth 
was the ethmoidal region, or antrum, with secondary involve- 
ment of the nose. The ages varied from 13 to 67 years. 
Clinically the symptoms were those of nasal polypi, but in 
addition there was frequently spontaneous epistaxis. As a 
rule there was no pain except when the growth was touched. 
In most of the cases there was distension and hypertrophy 
of the nasal bones, but, as Downie remarks, this may also 
occur as the result of simple polypi. If purely intranasal, 
Downie recommends removal by punch forceps or curettes 
followed by the use of the cautery, the treatment probably 
having to be repeated at intervals. If the septum is involved 
he suggests Rouge’s operation. 


THE NASO-PHARYNX AS INFECTION CARRIER IN 
AN EPIDEMIC OF CEREBRO-SPINAL MENINGITIS. 


By Dr. FRASER anp Dr. COMRIE. 
Scottish Medical and Surgical Journal, July, 1907. 


This paper is the result of investigations made during 
the recent epidemic in Leith in which there were 83 cases and 
53 deaths. Inthe nose and naso-pharynx of 13 infected cases 
examined, the meningococcus was found in two cases. In 69 
persons in contact with the cases (all adults and apparently 
otherwise healthy), the meningococcus was present in Io. 
80% of those infected were under 16 ears of age. The men- 
ingococcus was found in the air of the engine room of a ship 
in which five of the men who were working were fathers of 
the children infected. The conclusions deduced are: (1) 
That the growth of the meningococcus is favored by a hot, 
dusty, ill-ventilated atmosphere, which also predisposes to 
the occurrence of a naso-pharyngeal catarrh. (2) That the 
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comparative high percentage of fathers whose naso-pharynx 
was found to contain meningococcus, points to the fact that 
they probably were the carriers of the disease to the children. 
(3) Infection of the naso-pharynx is undoubtedly an 
important factor in spreading the disease. (4) That it is 
advisable to isolate those in contact with the disease, and 
if the meningococcus is found to be present in the nose 
and naso-pharynx, quarantine should be insisted on until 
the meningococcus is no longer found on two consecutive 
examinations. 


A CASE OF RETRO-PHARYNGEAL FIBROMA. 












By N. B. ODGERS, M.D. 
British Medical Journal, May 25, 1907. 


Odgers describes the occurrence of a retro-pharyngeal 
fibroma in a woman aged 31, which first came under observa- 
tion on August 3d, 1906. Since Easter, 1904, she had 
been unable to breathe through her nose and had some diffi- 
culty in swallowing. In May, 1906, she had two attacks of 
epistaxis. A pyriform swelling, firm, regular, and well-defined 
could be seen behind the right side of the posterior pharyngeal 
wall. It bulged forward the soft palate and the right posterior 
faucial pillar, and filled two-thirds of the naso-pharynx. On 
October 30th, a longitudinal incision was made along the 
mucous membrane over the tumor, and the latter was then 
readily enucleated with the finger. The tumor was the 
size of a hen’s egg. A microscopical examination showed 
it to be an angio-fibroma with a more or less definite capsule. 
In February, 1907, there was no sign of any recurrence of the 
tumor. The condition is a very rare one. References are 
given to other similar cases occurring in literature. 
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ON LYMPHOID DEGENERATION OF THE SALIVARY 
GLANDS. 
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By S. HANDLEY, M.D. 
British Journal of Dental Science, August 1, 1907. 





Handley’s patient was a woman aged 35, who, for seven 
years, had suffered from salivary calculus of the left sub- 
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maxillary gland, causing periodical attacks of swelling and 
pain of the gland. It was eventually removed by operation. 
Microscopic examination showed the structure of the gland 
to be practically indistinguishable from that of a tonsil or 
of a lymphatic gland. The condition was apparently the 
result of a chronic catarrhal inflammation which had spread 
back along the duct of the gland. A similar case by Minelli 
(Virchow’s Archiv, vol. 185, page 117) is quoted. 





